IgE levels toward house-dust mite may be a useful marker to immunotherapy efficacy; however, additional studies are needed to corroborate these findings.
Expanding our awareness of the comorbidities of allergic rhinitis, Feng et al. 4 explored the prevalence of attention-deficit hyperactivity disorder (ADHD) in pediatric patients with allergic rhinitis. The authors report that ADHD symptoms were commonly associated with allergic rhinitis in children, and that psychosocial behavior patterns varied by the allergic symptoms manifested by the patient.
They stress the importance of evaluating symptoms of ADHD in children and adolescents with allergic rhinitis.
Patients with chronic rhinosinusitis (CRS) are often divided into two groups, those with nasal polyps (NP) and those without NPs. The polyp group is further subdivided into eosinophilic and noneosinophilic types based on the level of tissue eosinophilia. Kim et al. 5 sought to clarify the immunopathologic differences between patients with eosinophilic NPs versus noneosinophilic NPs in a Korean population. The authors also compared patients with atopic and those without atopic NPs. They obtained tissue samples from 81 patients with NPs and 24 normal controls, and examined tissue for cytokines (IL-5, IL-10, IL-17, interferon-␥, tumor growth factor-␤1); transcription factors (GATA-3, retinoic acidrelated orphan receptor C), and extracellular matrix components (collagen type I, metalloproteinase 9). The authors noted both Th1 and Th2 cytokines increased significantly in patients with eosinophilic NP as well as GATA-3; however, retinoic acid-related orphan receptor C was noted to increase in patients with noneosinophilic NP. In addition fibronectin and metalloproteinase 9 increased in patients without eosinophilia. The results provided some initial groundwork in an attempt to understand the immunopathologic difference of patients with NP in the Asian population who are known to be different from Western patients with NP. Additional study is needed to determine the clinical utility of these findings.
Endoscopic techniques continue to revolutionize rhinologic practice but as this approach expands to new indications, it is vital that we carefully analyze surgical outcomes. Two studies in the current issue strived to do just that. Dacryocystorhinostomy is a procedure that is performed with either an endoscopic approach or via an external approach. Often the choice is made based on the expertise and preference of the oculoplastic surgeon because these patients typically present to an ophthalmologist. With the advent of endoscopic approaches, one would think that the intranasal causes of failure (synechiae, middle turbinate lateralization) would be less evident. Lin et al. 6 examined a revision dacryocystorhinostomy patient population and noted those patients who underwent an external approach that failed due to the higher presence of intranasal adhesions in comparison with the endoscopic failure group. Synechiae that involved the middle turbinate was noted to be the most impactful area for failure. The greatest reason for surgical failure in both groups was cicatricial closure of the internal lacrimal ostium regardless of technique, and the underlying etiology in these cases is multifactorial and often difficult to ascertain.
Sinonasal mucosal melanoma is a therapeutic challenge, with a majority of patients treated with surgery alone or with surgery and adjuvant radiation. 7 The endoscopic resection of sinonasal melanoma is a newer surgical alternative to more traditional open approaches. Miglani et al. 8 retrospectively evaluated their surgical experience with this entity in 22 patients. Nine of these patients were treated with an endoscopic approach. The groups had similar staging, with the majority T4 tumors (Endo, 55.6%; open, 61.5%) and a nasal cavity primary site of origin; and the median follow-up for both groups was 25 months. 8 Their experience demonstrated a higher overall and disease-
free survival in the endoscopic group: 53.3 versus 22.7% and 85.7 versus 37.6%, respectively. 8 The key finding in this study was that negative margins were achieved in all endoscopic resections versus a 69.2% negative margin rate in the open group. This highlights the importance of achieving negative margins in these patients regardless of surgical technique to obtain the best outcome in a disease process with an already poor prognosis. The next three articles described and critically evaluated new operative techniques. These studies presented the surgeon with more tools to treat their patients. Septal perforation repair is a challenging procedure for the rhinologist, with numerous techniques described in the literature, and no technique has evolved to be the procedure of choice. [9] [10] [11] A temporoparietal fascia flap and polydioxanone plate closure has been described with success by using an open rhinoplasty approach. 12 Epprecht et al. 13 reported their experience of using this technique with a closed approach through a hemitransfixion incision. The group compared this approach with their open technique with a columellar incision and had success in 18 of 20 patients. 13 With a follow-up of 8.7 months, the closed approach showed promise and avoided the need for an external incision. 13 It should be considered as an alternative to mucosal flap techniques.
Free mucosal grafting of the skull base is a reconstructive technique in an area with multiple options that have achieved high success. 14, 15 The nasal floor mucosal graft technique was reported by Dadgostar et al. 16 as a reconstructive option for skull base tumor resection and cerebrospinal fluid leaks (both spontaneous and iatrogenic). All 19 of their patients had successful repair and no significant donor-site morbidity. 16 This graft serves as an ideal option in a patient who may have had previous sinonasal and/or septal surgery in which turbinate mucosa is not available or as a way to avoid a septal perforation in a patient with previous septoplasty. The donor site healed well, but a word of caution based on personal experience: to avoid transient central incisor numbness, do not harvest the graft with cautery adjacent to the incisive foramen and nasopalatine nerve.
This month's "How I Do It" article described Dr. Poetker's endoscopic-guided coblation technique for nasal telangiectasias in those patients with hereditary hemorrhagic telangiectasia. 17 As any rhinologist will attest, these patients' condition is quite difficult to manage, but the patients greatly appreciate it if you can reduce their epistaxis disease burden. Coblation is used to ablate the telangiectasias and then adjunctive bevacizumab can be injected. This is a technically feasible surgical technique that allows community otolaryngologists to better manage these patients locally and avoid unnecessary transfer for recurrent epistaxis.
The next three studies cannot be placed in a single category, but they all contain valuable information for the practicing rhinologist. In 2016, the International Frontal Sinus Anatomy Classification 18 was created as a consensus document to improve communication and surgical planning in frontal sinus surgery. In other words, this document ensures that rhinologists are all on the same page as to the terminology of frontal sinus anatomy and surgery. 18 Sjogren et al. 19 sought to use this new classification to determine predictors of lowlying anterior ethmoidal arteries (AEA). The authors examined three measures: the distance from the skull base to the anterior ethmoidal artery, height of the lateral lamella of the cribriform plate, and anterior-posterior diameter from the anterior wall of the frontal sinus to the skull base. The authors found that those computed tomographies with supraorbital ethmoid air cells had a low-lying AEA. As one would expect, a Keros I classification (flat skull base) and a low-lying AEA had an inverse relationship. There was a strong association between higher Keros classification (height of lateral lamella) and higher anterior-posterior diameter from the anterior wall of the frontal sinus to the skull base in patients with a higher AEA distance from the skull base. These findings indicated that those patients with a well-aerated frontal sinus and higher skull base (long lateral lamella) tended to have a higher chance of possessing an anterior ethmoidal artery that lies below the skull base. These findings can help the surgeon to prepare for frontal sinus surgery and to avoid unnecessary injury to the AEA.
The endoscopic endonasal transsphenoidal approach (EETSA) has evolved to become the preferred approach for pituitary surgery. This technique requires resection of the posterior septum and opening of the sphenoid sinus, which leads to changes in nasal volume. Kim et al. 20 examined the alterations in voice that can occur with this surgical procedure. The authors retrospectively identified 92 patients who received EETSA surgery and uploaded their pre-and postoperative computed tomographies to the Mimics program, which is a 3Ddimensional design and modeling software, to calculate changes in nasal cavity volume. In addition, the patients underwent nasalance measurements by using a nasometer, voice analyses, and determination of a voice handicap index. The authors determined that EETSA did not have a negative impact on voice quality measures; however, the findings did indicate that the posterior nasal cavity had the greatest volume increase, and this correlated with postnasal hypernasality and indicated that those patients with increased aeration of the sphenoid sinus or those who undergo more-extensive posterior sinonasal tissue resection may be at risk of hypernasality.
Immediate postoperative imaging after combined (above and below) skull base surgery is often performed, but the clinical utility is unclear. Mendelson et al. 21 examined their experience in 21 cases over 7 years and noted whether imaging findings impacted the management of complications. Their group noted that clinical findings rather than imaging findings helped determine the presence of postoperative complications. 21 This study causes us to pause and contemplate whether imaging should be routinely performed or if it should be deferred until symptoms develop that warrant further evaluation in the postoperative skull base patient. A larger series is needed before changing what is a common clinical practice at many institutions.
Overall this month's journal possesses a series of articles that will enhance the knowledge of both the general otolaryngologist as well as the seasoned academic rhinologist. The editors are to be commended for selecting articles that cover a wide spectrum of disease processes within our specialty. The work represented here demonstrates the importance of a broad investigative approach, from the microscope to the endoscope, as we strive to treat our patients. 
